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Abstract 
This study investigated the effectiveness of the Behavioral Skills Training (BST) 
program in primary prevention of sexual abuse. A total of 72 Chinese adolescents with 
mild mental retardation, aged 11 to 15, were assigned to either the BST program or the 
Attention Control program. They completed the What If Situation Test, the Personal 
Safety Questionnaire and the Fear Assessment Thermometer Scale prior to, immediately 
after and two months following the program. The findings showed that following 
training, the BST participants produced greater sexual abuse knowledge and better self-
protection skills including verbal refusal skill, nonverbal refusal skill of removing from 
sexually abusive situation, telling a resource person about the situation and reporting the 
situation in detail when compared to participants of the control group. These 
improvements were well-maintained in the two-month follow-up. For the recognition 
of inappropriate-touch requests, it remained at high level before training. Though the 
recognition of appropriate-touch requests demonstrated enhancement subsequent to 
training, it subsided among the BST participants two months later. Adverse effect on 
the emotional level, in addition, was not incurred by either of the two programs. 
Participants of both programs exhibited less fear two months after training. However, 
since the growth of sexual abuse knowledge and some of the self-protection skills did 
not reach clinical significance, it is recommended to extend the presentation of BST 
program beyond 90 minutes. A booster session is also suggested for better retention of 
the appropriate-request recognition. The current results lend preliminary support to 
adopting a prevention program designed for children in the general population to people 
with mental retardation, though modifications are necessary. 
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Sexual abuse of children is defined as "the involvement of developmentally 
immature children and adolescents in sexual activities they do not truly comprehend, to 
which they are unable to give informed consent, or that violate the social taboos of 
family roles" (Schechter & Roberge, 1976). It may encompass physical contact as in 
rape, molestation and incest, or may not involve physical contact as in cases of 
displaying pornographic materials or exposing genitals. Over the past decade, there has 
been an explosion in the number of studies bearing on the epidemiology, psychological 
impact and treatment of child sexual abuse (Finkelhor, 1986; Haugaard & Reppucci, 
1988; Kendall-Tackett, Williams & Finkelhor, 1993). In addition, the development of 
prevention programs as an alternative approach to tackling this social problem has also 
been recently been advocated and thereby proliferated (Kolko, 1988; Wurtele, Kast, 
Miller-Perrin & Kondrick, 1989; Wurtele, 1990，1993; Wurtele, Currier, Gillispie & 
Franklin, 1991). However, nearly all research impetus was specifically directed toward 
children in the general population, related studies on people with mental retardation 
remain in its infancy. Prevention endeavor was in particular scant, with only one 
empirical study involving teaching self-protection skills to persons with mental 
retardation (Haseltine & Miltenberger, 1990). 
Rationale for prevention programs for people with mental retardation 
The rationale for the development of sexual abuse prevention programs targeted 
at people with mental retardation is based on several assumptions. These assumptions 
implicate the epidemiology of abuse (e.g., the prevalence, incidence, characteristics of 
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the victim and perpetrator and the setting), the chronicity, and clinical severity of 
abusive experiences, as well as the risk factors accounting for their elevated 
vulnerability to sexual abuse. 
Epidemiology 
In antithesis to the pervasive myths suggesting people with mental retardation 
are not vulnerable to sexual abuse because they are asexual or undesirable (Anderson, 
1982; 0 'Day, 1983), sexual abuse appears to be an extremely prevalent problem in this 
population. The incidence of sexual exploitation involving individuals with mental 
retardation is higher than that for their non-handicapped peers (Tharinger, Horton & 
Millea, 1990). According to the largest British survey of the incidence of sexual abuse 
of adults with learning disabilities, 109 new cases of sexual abuse were reported in 
1991 and 1992 in South East Thames Health Authority, 85 ofwhich (78%) were proven 
or highly suspected (Brown, Stein & Turk, 1995). The incidence rate is comparable to 
the 119 cases reported in an earlier two-year incidence survey during the period 1989 to 
1990, with 84 cases (70.6%) recorded as proven or highly suspected (Turk & Brown, 
1993). With respect to the prevalence of sexual abuse, Browning and Boatman (1977) 
found 14% of the incest victims they studied had intellectual disabilities. Chamberlain， 
Rauh, Passer, McGrath and Burket (1984), based on medical files and parental 
interviews, reported 25% of the 87 adolescent female with intellectual disabilities had a 
known history of sexual abuse. Elvik, Berkowitz, Nicholas, Lipman and Inkelis (1990) 
physically examined 35 females (aged 13 to 55) with mental retardation and found that 
37% had clear physical evidence of sexual abuse, an additional 6% had known histories 
of sexual assault, and another 6% were found to have sexually transmitted diseases. 
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Note that sexual abuse of the remaining half was not ruled out, their status was simply 
unknown. Despite the lack of a clear and consistent definition of sexual abuse across 
studies, the studies consistently indicate that the prevalence of sexual abuse on persons 
with mental retardation is higher than the estimated prevalence within the general 
population, which is 1 in 10 for all children in Britain (Baker & Duncan，1985). Of 
note is the problem of underreporting which is likely to be more pervasive amongst 
people with mental retardation since they face barriers to reporting sexual assault 
crimes not faced by others (0'Day, 1983). The aforementioned prevalence and 
incidence rates represent underestimated figures only. 
Currently, there is no epidemiological study addressing the corresponding 
situation in Hong Kong. The Security Branch of the Hong Kong Government released 
cases of"having sex with people with mental retardation" reported to the police 
numbered 7 in 1993, 11 in 1994 and 17 in 1995. The increasing figures evidenced in 
the local data is believed to reflect an artifact of reporting practice rather than a shift in 
the frequency of actual abuse, given the public education which emphasized teaching 
the identification of sexual abuse victims. Notwithstanding, the figures simply 
represent the "tip of the iceberg", taking into consideration the many cases that go 
unreported (0,Day, 1983). 
For victim details, a large scale survey in Canada (Sobsey,1994) reported a 
preponderance of females (83%) as victims of sexual abuse. This concurs with Turk 
and Brown's study (1993) claiming females accounting for 73% of the victims. Data 
concerning the level of mental retardation, however, showed more variation across 
studies. In Dunne and Power's survey (1990), of the 13 victims, 30.8% functioned in 
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the level of mild mental retardation, with 53.8% in the moderate grade and the 
remaining 15.4% in the severe spectrum. In Turk and Brown's work (1993)，40.2% of 
victims had mild or borderline learning disability, another 40.2% had moderate leaming 
disability and 19.6% had severe or profound leaming disability. Dunne and Power 
(1990), in addition, reported the average age at which sexual abuse commenced was 18. 
Beail and Warden (1995) described the distribution about the onset of abuse among 
people with mental retardation. Only 5% of the 19 cases reported the abuse starting 
before puberty, 47.4% were in their teens, 31.6% in their twenties and 16% in their 
thirties. 
With regard to the alleged perpetrators, the Seattle Rape Relief Developmental 
Disabilities Project (Furey, 1994) suggested that 99% were known to the victim. 
Similarly, Turk and Brown (1993) indicated 87% of perpetrators were known to their 
victims and only 5% were strangers. This is at odds with the parents' misconception 
that "the greatest risk of sexual abuse comes from strangers or other retarded 
individuals' (p.448) (Chamberlain et al., 1984). Research studies, however, revealed 
discrepancy concerning the distribution of assailants. Sobsey (1994) reported that the 
lion's share of perpetrators was taken up by service providers (43.7%) including group 
home attendants, home health care providers, psychiatrists and specialized 
transportation providers, followed by natural family members (19.6%), acquaintances 
such as neighbors, friends of family (13.8%), paid generic service providers like 
babysitters (11.8%), strangers (10.1%), dates (2.5%) and step-family members (0.8%). 
On the contrary, in Chamberlain et al.,s (1984) study, where a significant majority of 
the subjects lived in the home, nearly one-half of those who were abused were victims 
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of incest with a father, stepfather or foster father. The discrepancy in the distribution of 
perpetrators is likely to be related to the living conditions of the subjects. 
It follows, then, that the incidents of sexual abuse can occur in a variety of 
settings. Sobsey (1994) stated that sexual abuse of individuals with intellectual 
disability most frequently took place in private homes (58.1%), but it also occurred in 
public places (8.6%) and other generic community environments (2.9%). Abuse was 
also likely to occur in group homes (8.6%), institutions (3.8%), hospitals (1.9%), 
vehicles used for specialized transportation (11.4%) and other environments associated 
with the victim's disability (4.8%). In total, 30.5% of abuse took place in environments 
that the victim encountered as a result ofbeing disabled which suggests that specialized 
environments play a significant role in elevating risk of sexual abuse. 
Chroncitv 
The same study (Sobsey, 1994) further demonstrated that exposure to multiple 
episodes of abuse among people with mental retardation was not uncommon. Single 
offenses were reported in 19.7% of the cases. An additional 18.3% of reports described 
two to ten incidents. The largest group (52.1%) disclosed abuse on ‘many, (greater 
than ten) occasions. The remaining 9.9% though did not specify the number of 
offenses, they described abuse as repeated. Chamberlain et al.,s study (1984) on 
individuals with mental retardation documented cases of incest generally continued for 
long periods of time, typically two to six years. In sum, the alarming chronic nature of 
sexual abuse points to the severity of the problem in this particular group of population. 
Clinical severity 
5 
Little is known about the immediate and long-term effects of sexual abuse on 
the emotional, psychological, or social development of victims with mental retardation. 
Pertinent research on child sexual abuse disseminated that sexually victimized children 
appeared to be at a nearly fourfold increased lifetime risk for any psychiatric disorder 
and at a threefold risk for substance abuse. Approximately 8% of all psychiatric cases 
could be attributed to child sexual abuse (Finkelhor & Dziuba-Leatherman, 1994). The 
most frequently cited impact on these victims in the general population included fears, 
anger, guilty feelings, depressed mood, posttraumatic stress disorder, behavior 
problems, sexualized behaviors and poor self-esteem (Kendall-Tacket, Williams & 
Finkelhor, 1993). Finkelhor and Browne (1985), in addition, postulated four 
traumagenic dynamics as the core of psychological injury inflicted by sexual abuse, 
namely traumatic sexualization, betrayal, stigmatization and powerless. From the 
epidemiological studies which documented a greater prevalence of psychiatric disorder 
among people with mental retardation than in the general population (Lewis & 
Maclean, 1982), it is surmised that those with mental retardation will probably react 
more severely to sexual abuse (Tharinger, Horton & Millea, 1990). The first article 
examining the psychological reaction of this group of people (Varley, 1984) reported 
the three victims with mild mental retardation developed schizophreniform psychoses 
consequent to sexual abuse. The occurrence of the abuse was not discovered or 
disclosed until the psychoses had cleared. Sobsey's study (1994) found that emotional 
distress was expressed in varying degrees by 58% of the victims with intellectual 
disability. Withdrawal was noticed among 16.9% of the victims. Another 16.9% 
exhibited aggression, non-compliance, inappropriate sexual behavior and other 
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behavioral problems. All in all, the psychological impact of sexual abuse on people 
with mental retardation cannot be ignored. 
Risk factors 
There is a growing recognition that individuals including children, adolescents, 
and adults with mental retardation, are particularly vulnerable to sexual abuse 
(American Psychiatric Association, 1987). Empirical studies highlight several risk 
factors that make people with mental retardation more vulnerable to sexual 
victimization. Of special significance is their lack ofknowledge about sexuality and 
relationships. In an early study of sexual knowledge among people with mental 
retardation who were nonstitutionalized, Fischer and Krajicek (1974) found that 
although adolescents with moderate mental retardation were able to identify a male or 
female, both sexes had difficulty in identifying body parts, particularly the penis and 
vagina. Knowledge of these actual terms were minimal. Despite the fact that most of 
them were able to identify the activities ofhugging, kissing, and intercourse, they were 
not able to explain why people might behave in this way. Lots of respondents were 
able to allude to the stomach of women when asked, "Where do babies come from," but 
were not aware of the length of pregnancy or the birth process. In general, their sex 
knowledge was at a low level. 
Hall and Morris (1976), after studying the sexual knowledge and attitudes of 
adolescents with mental retardation in both institutional and noninstitutional setting, 
concluded that the latter illustrated a higher level of sex knowledge. Edmonson, 
McCombs and Wish (1979) found similar results in regard of these two groups. Yet, 
overall respondents were least knowledgeable about birth control, venereal disease, and 
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homosexuality. Although 36 out of 55 respondents could identify the picture of a 
condom as "what a man should use i fhe does not want to make a baby，’ only 25 knew 
which sex would use it and only 15 could identify the part ofbody where it should be 
used. 
In a similar study, Brantlinger (1985) investigated the extent ofknowledge 
about sexuality among 13 adolescents with mild mental retardation whose age ranged 
from 14 to 17. Although there was a broad range in levels of information about 
sexuality, none of the respondents could be categorized as well-informed and the 
majority could be described as profoundly uninformed or seriously misinformed. Three 
respondents were found to have almost no sexual information though 2 of them were 
sexually active. 
When comparing the sex knowledge of people with mild mental retardation to 
adolescents without mental retardation, Watson and Rogers (1980) found the level of 
sex knowledge was very low in the non-retarded group. 61% of them believed 
masturbation as a wrong deed and 39% considered it was not possible to conceive on 
the first experience of intercourse. Those with mild mental retardation had even less 
knowledge with 72% having the former misconception and 54% harboring the latter. 
Their inferior sex knowledge was ascribed to the fact that the peers from whom they 
obtained information were more likely to be misinformed, and they were less likely to 
use books as a source of information. The need for sex education programs assumes a 
greater importance for this population, not only because of their insufficiency, but also 
because of their limited access to accurate information. 
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In fact, their limited sexual knowledge was partially attributed to the previous 
misconceptions of asexuality in this group of population. Some parents often refuse to 
believe their offspring possess sexual needs and feelings (Alcom, 1974) despite 
research findings showing sexual development and sexual interest occur at 
approximately the same age for people with and without mental retardation (Szymanski 
& Jansen, 1980). These parents strongly reject attempts to provide sex education in the 
mistaken belief that ignorance will prevent sexual activity (Dupras & Tremblay, 1976). 
They consider sex education will jeopardize their offspring's innocence (Alcom, 1974) 
or will overstimulate their children's concem with sex (Menolascino, 1972). A few 
parents accept the need for sex education but transfer the responsibility for training to 
professionals (Kempton, 1978). Barriers to the provision of sexuality education in 
institutionalized setting exist as well. Mitchell, Doctor and Butler (1978) found that 
nearly one-third of the staff members of residential facilities believed that no sexual 
behavior is acceptable for this population and that individuals with mental retardation 
are asexual beings who will not understand or need information on sexuality. Still, for 
many parents and professionals the myths are yet to be debunked. 
Another vulnerability factor contributing to sexual abuse is their lifelong 
dependency on caregivers (0'Day, 1983). In some cases, such arrangements are 
necessary due to the severity of their handicaps. In other situations, these individuals 
are capable of functioning quite independently, overdependence is just a matter of 
habit. Still, many parents prolong dependency, restricting opportunities oftheir 
children to develop social skills to protect against sexual exploitation (Goodman, 
Budner & Lesh, 1971). Varley (1984) explained that this "long term dependency dooms 
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them to unquestioningly follow the direction of supposedly nurturing adults". They are 
taught to ‘obey, rather than challenge their caregivers and become assertive. 
Discrimination of appropriate situations for compliance and non-compliance seems to 
receive less attention. Overcompliance in many of these victims not only increases the 
chance that they will be abused, but also reduces the chance of prosecution of the 
offender since compliance is often viewed as consent. 
Impaired communication, especially when combined with physical defenceless, 
signals vulnerability to offenders (Sobsey, 1994). Owing to poor verbal skills，people 
with mental retardation lack defensive skills such as saying ‘no’，thus having limited 
chance to prevent an attempted coercion. Worse still, the communication problem 
further hinders them from reporting their mistreatment. In this way, the perception of 
vulnerability leads to initial abuse, and the lack of consequences on the part of the 
offenders almost ensures repeated victimization. 
Conception of prevention 
Given the justification for the development of prevention programs, prevention 
of sexual abuse, as in other areas of social problem, can be intervened at various levels. 
The original conception of prevention in mental health employed a tripartite model 
which encompassed three levels of prevention (Caplan, 1964). Primary prevention in 
the context of sexual abuse refers to any maneuver that aims to prevent the onset, in 
other words, to reduce the overall incidence in the general population. Secondary 
prevention is defined as the early identification and prompt treatment among the high-
risk population, with the goal of reducing the prevalence. Tertiary prevention refers to 
the effort which helps remediate the psychological sequelae following sexual 
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victimization. Felner, Jason, Moritsugu and Farber (1983) have argued against the 
inclusion of tertiary and certain forms of secondary prevention under the general 
prevention rubic because it perpetuates a traditional mental health perspective, that is, 
intervene with identified individuals after the social problems are present. Tertiary 
prevention is particularly less appealing to sexual abuse victims with mental retardation 
as underreporting of sexual abuse is overwhelming (0'Day, 1983) and the efficacy of 
psychological treatment is not well-established. A more proactive means of eradicating 
the occurrence of sexual abuse through primary prevention sounds more expedient and 
tums out to be the focus of this study. 
Cowen (1980) asserted the development of effective preventive efforts in mental 
health is dependent on a sound theoretical base for program design, implementation, 
and evaluation. Finkelhor (1984) proposed a multidimensional theory that integrates 
the complex processes and outcomes inherent in cases of sexual abuse, such as family 
or sexual dynamics and the psychology ofboth victims and perpetrators. He identified 
four necessary preconditions to sexual abuse: (a) a motivated perpetrator, (b) an ability 
to overcome internal inhibitions towards sexual abuse, (c) an ability to overcome 
external or environmental barriers to sexual abuse, and (d) a victim unable to resist the 
abuse. Following this framework, any one of the preconditions can be considered a 
legitimate target of primary preventive endeavours. Under the first two preconditions 
which constitute offender-related characteristics, legal deterrents and education on the 
control of sexual impulse forms the direction of preventive schemes. Similarly, the 
third precondition can be addressed in parent education prevention programs and by 
alerting the community in general to be aware of the risks and signs of sexual abuse. 
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The fourth precondition, which ties in with victim-related factors, is the major target for 
the prevention programs which currently dominate the field of child sexual abuse. 
Given an individual's capacity to avoid or resist exploitation is a key variable in 
predicting sexual abuse, primary intervention at this point focuses on competency 
enhancement of the potential victims. The present study aims at intervening on the 
fourth precondition through empowering people with mental retardation to respond to 
sexually abusive situations. 
The prevention goal of enhancing competency should be guided by theories 
explicating the process an individual goes through on the verge of an inappropriate 
sexual advance. In view of the absence of such theoretical framework, Latane and 
Darley's (1969) paradigm for understanding the cognitive and behavioral processes that 
an individual undergoes in the vicinity of an emergency situation can be adapted to 
delineate the steps one must go through in order to repel abuse. Incorporating the 
paradigm into the context of sexual abuse, an individual must first recognize that he or 
she is in an abusive situation. Then, the individual must believe that he or she can and 
should take some sort of action. Finally, the individual must possess and use specific 
self-protective skills. Though the individual may move back and forth among the three 
decision points, each of the issues must be addressed for competency enhancement. 
Program description and evaluation 
Documentation of prevention program aiming at enhancing the competency of 
people with mental retardation against sexually abusive situation is meager. 
Champagne and Walker-Hirsch (1982) devised the Circle Concept in teaching touching 
behavior to people with mental retardation. In accordance with the Concept, each of us 
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is the centre in the series of five concentric circles and that each has the right to decide 
who can touch the centre. Only people in the circle close to the centre can engage in 
intimate touching behavior. Intimacy of the touching behavior drops as the circle 
people staying in moves further away from the centre. In response to inappropriate 
touch, the participants were taught to say "No". The authors claimed the Circle 
Concept a concrete teaching mode in delivering the abstract concepts of appropriate 
social/sexual behavior. However, there was no attempt of evaluating the efficacy of 
this approach. 
An advancement of prevention program incorporating evaluation ingredients is 
demonstrated in Foxx, McMorrow, Storey and Rogers' study (1984). Their 
social/sexual skills program taught interactional skills pertinent to discriminations 
between public and private sexual behavior as well as avoidance of sexual exploitation 
in verbal mode. Instruction was conducted via the use of a commercially available 
table game, Sorry. Both pre-assessment and post-assessment were "what if , tests 
assessing respondents' report ofhow they would react to nonexplicit sexual interactions 
or referrents to sexual behavior, not involving measures of actual response. Outcome 
evaluation of the program showed improvement in social/sexual skills among the 6 
participants, responding at the 75% correct level post-training. The eight-year follow-
up study (Foxx & Faw, 1992), however, showed decrements in correct responding that 
approached pretraining levels. 
The only preventive program which is more explicitly concerned with sexual 
abuse of persons with mild mental retardation was devised by Haseltine and 
Miltenberger (1990). The program focused on the concepts of private body parts, 
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discrimination of good and bad touch, three safety skills namely, say no, get away and 
tell, and discrimination of different inducements. The use of instruction, modeling, 
behavioral rehearsal, feedback and praise was entailed in the program. Evaluation of 
the effectiveness of the program employed in situ assessments which were conducted 
prior to and following training, as well as at a one- and six-month follow-up. However, 
due to ethical concerns, the role plays for assessment did not portray sexually abusive 
situations but depicted potential abduction scenarios utilizing authority and incentive 
lures. Results illustrated that 7 out of 8 participants leamed the criterion skills and 
maintained them at a six-month follow-up. 
The most recent related attempt of teaching people with mental retardation to 
respond appropriately and assertively in abusive situations was made by Singer (1996). 
The program however did not focus solely on sexual abuse situations but also cover 
situations of verbal and physical abuse. The seven participants were taught how to 
discriminate good from bad touches in addition to verbal response such as saying ‘yes’ 
and 'no' clearly, and nonverbal reaction like moving away physically. Role plays of 
being bullied verbally and physically, being touched by strangers and being touched by 
someone you know were used for practising self-protection skills. Assessment, which 
was done both before and after the training, included ratings of the home managers on 
the particpants' daily performance of assertive behavior together with direct 
observation of skills in the role play assessment. Results indicate the participants 
leamed to respond more assertively in role plays of situations involving verbal, physical 
and sexual abuse. Detailed description of improvement specifically in situations of 
sexual abuse was not provided. 
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Critique of the prevention programs 
The four aforementioned studies signal the limited array of available prevention 
programs designed to reduce the incidence of sexual abuse among people with mental 
retardation through enhancing personal competency to resist the sexual advance. The 
evaluation of the program content can be made with reference to Latane and Darley's 
(1969) paradigm which highlighted three components for competency enhancement. 
All the four programs addressed the issue considering the differentiation of sexually 
abusive from innocuous situation. The ingredient about making participants believe 
they can and should take action in face of abusive circumstances was implied in these 
programs in light of the incorporation of self-protection skills. The training of self-
protection skills, however, varies considerably across programs. This may be a result 
of a lack of investigation of the constituents of self-protection skills in current child 
sexual abuse literature. The programs implemented by Champagne and Walker-Hirsch 
(1982) and Foxx et al. (1984) only embodied verbal refusal skills. Singer (1996) 
instructed nonverbal self-protection skills on top of verbal skills. The safety skills 
covered by Haseltine and Miltenberger's program (1990) seemed to be most 
comprehensive, including "say no，，, “get away" and "tell someone". Of which the 
salience of the “tell someone" component is supported by the report of sex offenders, 
who claimed that they were deterred by victims with an indication of telling a specific 
adult about the abuse (Conte, Wolfe & Smith, 1989). They were prone to select targets 
who could be counted on to maintain the secret of an abusive relationship. 
For future development of prevention programs, program evaluation with 
scientific rigor is of paramount importance. With the exception of Champagne and 
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Walker-Hirsch's work (1982)，all the other three studies included outcome evaluation. 
Nevertheless, a few methodological flaws cut across these three programs. The first 
methodological problem involves small sample size. All the three studies had less than 
ten subjects, thereby limiting the generalization of findings to the population with 
mental retardation. 
Second, the lack of appropriate comparison groups. All the three studies failed 
to include control groups. The mere use of pretest-posttest comparison, in fact, 
precludes any firm conclusions about the overall impact of prevention programs if 
adequate control groups are absent. Though Haseltine and Miltenberger's study (1990) 
posed a control over the level of intellectual functioning to mild mental retardation, the 
absence of a control group may be one of the possible confounding factors of program 
effectiveness. A better design in outcome research should employ a control group well-
matched on parameters like intellectual ability, age and education level, followed by 
random assignment of subjects to the intervention or the control group. 
The third caveat remains the inadequate follow-up assessment on the 
maintenance of program improvements. Programs cannot fully recognize their 
potential until populations have passed through their period of greatest risk. Follow-up 
assessment was absent in Singer's work (1996)，though was performed in Haseltine and 
Miltenberger's work (1990) and Foxx and Faw,s study (1992)，. The retention of 
prevention concepts is of compelling consideration in the cost-benefit analysis and the 
design of prevention programs. If program improvements fade out over a period of 
time, booster sessions might be necessary to facilitate the retention of program material. 
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The fourth methodological impediment concerns the choice of outcome 
measures to document program impact. The measures used in the three studies were 
developed specifically for use with the individual program. Without a standardized or 
widely used battery of measures, it is difficult to compare result of diverse studies. In 
addition, the three studies made no mention of the psychometric properties of the 
measures which adds difficulty to arriving at a firm conclusion about program impact. 
The presence of ceiling effects provides another justification for refinement of 
assessment measures. Haseltine and Miltenberger (1990) found 5 out of 8 participants 
gained perfect scores post-training. These participants might have leamed more than 
was revealed in the limited-item measure, or they might know more concepts than was 
taught in the program. The most important and glaring methodological weakness 
concerning outcome measures is the demonstration of achieving proximal 
programmatic objectives as opposed to the distal goal of reducing the occurrence of 
sexual abuse. The three studies used two different types of measure to assess the 
fulfillment of the proximal objective, which refers to heightening skill and knowledge 
of the target population. Foxx et al. (1984) utilized self-report questionnaires tapping 
general knowledge of prevention concepts. This type of indirect measure has been 
criticized since translating knowledge into behaviors is not guaranteed. By contrast, 
Haseltine and Miltenberger (1990) and Singer (1996) employed a direct measure of 
examining the respondents' prevention skills through role play assessments. Despite an 
advancement in evaluation process, subjecting participants to abduction situations 
raised ethical concerns though the situations were not sexual in nature. The ethicality 
of deceiving participants through the use of confederates in role play assessment is also 
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questionable. Disregard of a choice between direct and indirect measures, all the three 
studies failed to link the proximal objectives with the distal goal which is the aim of 
primary preventive effort. Nevertheless, this link is not given much attention even in 
child sexual abuse literature. In fact, determining the program impact based on 
behavior, either via indirect measure in the form of self-report "what if’ test or direct 
measure of role-play assessment，constitutes the first step toward realizing the goal of 
primary prevention (Rosenberg & Reppucci, 1985). 
Side effects of prevention program 
Reppucci and Haugaard (1989) pointed out one untested assumption that guides 
most prevention programs was the absence of negative effects of the prevention 
programs. An emphasis on the assessment of potential negative effects concerning the 
sphere of emotion has recently been noticed in the realm of child sexual abuse 
(MacMillan, Macmillan，Offord, Griffith & MacMillan, 1994). Adverse emotional 
reaction following participation of sexual abuse prevention program is a deterrent to 
parents in giving consent to their children'sjoining the program. Several studies 
consistently found no negative effects ensuing from the prevention programs (Wurtele 
& Miller-Perrin, 1987; Wurtele, 1990; Wurtele, Currier, Gillispie & Franklin, 1991; 
Wurtele, Gillispie, Currier, Franklin, 1992). Nevertheless, Garbarino (1987) reported 
50% ofhis subjects expressed worry and fearfulness after reading the Spiderman comic 
on sexual abuse, mostly because they realized sexual abuse could happen to them. For 
individuals with mental retardation, Haseltine and Miltenberger (1990) noticed no 
display of emotional or behavioral side effects due to the exposure of self-protection 
skill training. Overall, clearcut or comprehensive conclusions about the impact of 
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sexual abuse prevention programs cannot be reached. First, Haseltine and 
Miltenberger's (1990) did not include control groups. Besides, psychometric properties 
were unknown for the measure used in Haseltine and Miltenberger's study (1990), the 
Fear Assessment Thermometer Scale in Wurtele and Miller-Perrin's study (1987), the 
Parent Perception Questionnaire and the Teacher Perception Questionnaire in Wurtele's 
work (1990, 1993) and Wurtele et al.'s research (1991, 1992). Undoubtedly, more 
research is needed to clarify the possibility of adverse reactions associated with sexual 
abuse prevention program for persons with and without mental retardation. 
Purpose of the present study 
The present study focuses on sexual abuse prevention program directed toward 
female adolescents with mild mental retardation in Hong Kong. The purposes are 
twofold: (a) to evaluate the effectiveness of a sexual abuse prevention program for the 
target population, and, (b) to examine the side effect of the prevention program. A 
longitudinal design is adopted with assessments conducted before, immediately after 
and two months following the program. The first hypothesis of this study is that 
knowledge of sexual abuse and self-protection skills improve consequent to the sexual 
abuse prevention program and the increments maintain at the two-month follow-up 
testing. Second, there is no side effect associated with the prevention program. 
In view of the dearth of sexual abuse prevention programs targeted at people 
with mental retardation, it would be cost-effective to borrow program and protocol 
assessment tools from the burgeoning research on child sexual abuse. The Behavioral 
Skills Training Program (BST) (Wurtele, 1986) and the assessment tools, namely, the 
What If Situation Test (WIST) and the Personal Safety Questionnaire (PSQ) are 
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employed in the present study to examine the effectiveness of the BST program. There 
are several reasons substantiating the choice of the BST program. With respect to the 
program content, the BST program fits in Latane and Darley's (1969) paradigm. 
Differentiation between appropriate and inappropriate situations, the responsibility for 
taking preventive measures and the training of self-protection skills form the core 
elements of the BST program. The emphasis on the latter component in particular 
echoes Kraizer, Witte and Fryer's (1989) assertion that the most effective programs 
have shifted from stressing abstract concepts such as ‘‘good touch" versus "bad touch" 
to emphasizing the building of specific skills in such areas as assertive behavior, 
decision making and communication. In addition, the content of the BST program 
takes empirical findings in sexual abuse research into account. Following the 
documentation that perpetrators were deterred by the victims' indications of telling an 
adult about the abuse (Conte et al.，1989)，the program incorporated TELL and 
REPORT into the four fundamental prevention skills. Given the perpetrator was known 
to the victim with mental retardation in the majority of cases (Furey, 1994; Turk & 
Brown, 1993), the program includes a number of situations in which the potential 
perpetrators are familiar with the victim. In terms of modes of presentation, Wurtele, 
Saslawsky, Miller, Marrs and Britcher (1986)'s study, demonstrated the superiority of 
BST program, a combination of verbal instruction and behavioral skills training, over 
observing a film about child sexual abuse research. The behavioral approach employed 
in the BST program which entailed modeling, rehearsal and reinforcement was found to 
be effective in training people with mental retardation in sexual abuse prevention 
(Haseltine & Miltenberger，1990). Lastly, the BST program seems to adhere to the 
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cognitive ability of the present target subjects. Inhelder (1968) purported that people 
with mild mental retardation might reach a mental age ranging from 7 to 11 and 
Wurtele et al.,s (1986) study of child sexual abuse showed knowledge and skill gains 
following the BST program among children aged 7 to 11. 
There are several reasons supporting the use of the WIST and PSQ as the 
outcome measures. First, in child sexual abuse research, assessment of program 
effectiveness was generally based on multiple measures, and most often included the 
two categories ofknowledge of prevention concepts and measurement of prevention 
skills in response to hypothetical vignettes (MacMillan et al., 1994) as measured by 
PSQ and WIST respectively. Second, these two scales are the very few measuring 
instruments that possess satisfactory psychometric properties. Third, a direct measure 
ofbehavioral prevention skills under simulated conditions is not considered given the 
ethical issue and practical concern. Fourth, using disclosure of sexual abuse as the 
dependent measure requires a long follow-up period which is certainly a procedure 
fraught with pragmatic difficulties. Fifth, the two measures are widely used in child 
sexual abuse studies (Ratto & Bogat, 1990; Wurtele, 1990，1993; Wurtele et al., 
1986,1989，1991, 1992), which made possible comparison of the acquisition of 
knowledge and prevention skills between people with and without mental retardation. 
The target group in the current study is comprised of secondary students aged 
11 to 15 studying in special schools because this age group emerges as the high-risk 
group among people with mental retardation. Beail and Warden (1995) found that 
approximately 50% of sexual abuse cases commenced when the victims with mental 
retardation were in their teens. Besides, subjects in school setting are more 
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homogeneous in comparison with those in sheltered workshop on possible confounding 
variables like age, education level and life experience. This enables better matching of 
subjects and therefore enhances methodological rigor of the study. The restriction of 
level of mental retardation to mild grade is a logical first attempt of directing preventive 
endeavours toward individuals with mental retardation. People with mild mental 
retardation form 30% to 40% of the victims (Dunne & Power，1990; Turk & Brown, 
1993) and they have shown to be benefited from prevention program (Haseltine & 
Miltenberger, 1990). Moreover, employing solely females as subjects is consequent to 
the preponderance of female as victims revealed in studies of sexual abuse among 
persons with mental retardation (Sobsey, 1994; Turk & Brown，1993). 
The present study has made some improvements over the previous studies. 
First, sample size is larger. Second, it includes a pretest to set up baseline 
measurement, a posttest to assess the program effect, and a two-month follow-up 
assessment to examine the maintenance of program impact. Third, there is a well-
matched control group to allow documentation of a stronger conclusion about program 
effectiveness. Fourth, all the outcome measures had satisfactory psychometric 
properties. Lastly, it is the first empirical attempt evaluating the effectiveness of a 
sexual abuse prevention program, originally designed for children in the general 
population, on Chinese individuals with mild mental retardation. It is hoped that the 
present study sheds light on adopting prevention program designed for the general 





Participants at the first occasion of measurement consisted of 77 students 
attending special schools serving for children with mental retardation. Intellectual 
assessment conducted by the educational psychologists in the Education Department 
documenting intellectual functioning in the retarded range was a prerequisite of 
enrolling in this type of special school. Inclusion criteria for this study were (a) 
Chinese female adolescents between the ages of 11 to 15, (b) intellectual functioning in 
the mild mental retardation range, (c) an absence of autistic features, (d) good receptive 
and expressive language ability, and (e) informed consent by both the participants and 
their parents. At the end of data collection, a total 72 participants (93.5%) completed 
all the three occasions of measurement which lasted an interval of four months. There 
were 5 participants (6.5%) who dropped out after one month, either as a result of failing 
to attend one of the program sessions or to take part in the posttest. 
Among the 72 participants, 38 (52.8%)joined the treatment group while the 
other 34 participants (47.2%) formed the control group. As shown in Table 1，the 
former group comprised of students from Kai Oi School and Sha Tin Public School 
whilst the latter group included those from TWGHs Tsui Tsin Tong School and CCC 
Kei Shun Special School. With the exception of TWGHs Tsui Tsin Tong School which 
was composed of students with mental retardation in both mild and moderate grade, 
the other three special schools specifically targeted at children with mild mental 
retardation. Of the students from TWGHs Ysui Tsin Tong School, only those with 
23 
Table 1 
Composition of the Sample (Treatment and Control Group) 
N 
Treatment group 
Kai Oi School 19 
Sha Tin Public School 19 
(Total) 38 (53%) 
Control group 
TWGHs Tsui Tsin Tong School 15 
CCC Kei Shun Special School 19 
(Total) 34 (47%) 
Total number of subjects 72 (100%) 
Note. N = Number of subjects 
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mild mental retardation were recruited. The four special schools were randomly 
assigned to either the treatment or control group. 
Instructor and Interviewers 
Both the treatment and control programs were led by the author herself. The 
interview team consisted of the author and two female psychology undergraduate 
students who read aloud the questions in a standardized format and recorded the 
participants' responses verbatim. 
Measures 
Intellectual Assessment 
Raven 's Standard Progressive Matrices (SPM). The SPM (Raven, 1960) was 
developed as a nonverbal, culture-fair test of general intellectual ability. It consists of 
60 visually-based problem-solving items which measures the ability to form 
comparisons, to reason by analogy, and to organize spatial perceptions into 
systematically related wholes. Normative study in Hong Kong with 4413 children aged 
5 to 15 was conducted by Chan (1981). The raw score can be converted to a standard 
score in the range of 65 to 135, treating as the IQ score. The SPM was used as a 
supplementary screening test in addition to the intellectual assessment administered by 
the educational psychologists. Only those scored within the mild mental retardation 
level, that is a standard score of 70 or below, were included in the study^. 
Outcome measures 
1 No participant was excluded as a result of scoring above 70 on the SPM. 
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The “What l f Situation Test OVIST). The WIST (Wurtele, 1990) measures the 
ability to differentiate appropriate from inappropriate sexual advance and the level of 
self-protection skills in response to hypothetical abusive situations. Adaptation of the 
questionnaire to participants in the study was made by changing "babysitter" to 
"relative". The WIST consists of two practice trials and six brief vignettes. Of the six 
hypothetical situations, three describe appropriate requests to touch or look at one's 
genitals (e.g., a physician wanting to touch the injured private parts) and three portray 
inappropriate requests (e.g., a neighbour wanting to take pictures of one's private parts). 
Note that none of the situations was taught in the program. The participants were first 
asked to discriminate appropriate from inappropriate requests. For inappropriate 
request vignettes correctly recognized, personal safety skills were assessed. 
The WIST yields three scale scores: (1) Appropriate Request Recognition, 
which measures the ability to recognize the three appropriate-touch requests (range = 0-
3), (2) Inappropriate Request Recognition, which measures the ability to recognize the 
three inappropriate-touch requests (range = 0-3)，and (3) Total Skill, which measures 
the overall self-protection skill level (range 0-24). The Total Skill score is a 
combination of 4 Total Specific Skill scores elicited from the following questions: (a) 
"What would you say to (person in vignette)?' (SAY); (b) "What would you do?”(DO); 
(c) Would you tell anyone (about the situation)?", if so, "Who would you tell?" 
(TELL); and (d) "What would you say to (person named in c)?" (REPORT). The score 
of responses to each of these questions ranges from 0 to 2. For SAY, definite refusal, 
tentative refusal and no refusal in the verbal mode received 2, 1 and no point 
respectively. Regarding DO which was a nonverbal refusal skill, definite 
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escape/refusal, vague escape/refusal and no escape/refusal gained 2,1 and 0 point 
respectively. Mention of 2 persons scored 2 points for TELL with 1 person and nobody 
acquiring 1 or no point. With respect to REPORT, depiction ofboth the person and 
situation was given 2 points while description of either component was assigned 1 point 
only. Based on the three inappropriate vignettes, each Total Specific Skill score ranged 
between 0 and 6. 
The one-month test-retest reliabilities (Pearson r) of the two recognition scores, 
namely Appropriate Request Recognition and Inappropriate Request Recognition, 
based on Controls' pre- and posttest scores were .84 and.89 respectively, bothps < .01 
(Wurtele, 1993). For the Total Skill score, one-month test-retest reliability (Pearson r), 
based on Controls' pre- and posttest scores, was .80,p < .01 (Wurtele, 1993). The 
WIST took approximately 15 minutes to conduct. 
The Personal Safety Questionnaire (PSQ). The PSQ (Wurtele, 1990) was 
designed to assess knowledge about sexual abuse. There is a total o f l 5 items with 12 
covering personal safety topic and 3 serving as control questions (e.g., "Are you a 
girl?). Subjects responded by saying “Yes”，"No", or “I don't know". Correct 
responses received 1 point whereas incorrect and “1 don't know" received no point. 
Control items were not scored as they simply check on participants' ability to respond 
with the yes/no/I don't know format. Subjects failed in more than one control item 
were not included in the study^. The range of score fell within 0 to 12. One-month 
test-retest reliability (Pearson r), .77 (p < .01) was reported (Wurtele, 1990). The 
internal consistency reliability (Kuder-Richardson Formula 20) was .78 (Wurtele et al., 
2 No subject was excluded as a result of failing more than one control item on the PSQ. 
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1986). For the present study, "babysitter" of item 14 ("If a babysitter wants to touch a 
kid's private parts, what should the kid say?") was converted to “relative” since 
babysitter was uncommon for children with mental retardation in Hong Kong. The 
PSQ took approximately 5 minutes to administer. 
Side effects of the program 
Fear Assessment Thermometer Scale (FATS). The 12-item FATS (Wurtele & 
Miller-Perrin, 1986) assesses fear of various objects, people, and situations. In the 
original design, subjects rated their fear by moving a simulated column of mercury 
from 1 (not at all afraid) to 7 (very much afraid) on a cardboard representation of a 
thermometer. Scores range from 12 to 84. Internal consistency reliability (Cronbach's 
alpha) was .74 and six-week test-retest reliability, Pearson r (based on Controls' pre_ 
and follow-up scores), was .69, p<.001 (Wurtele, Kast, Miller-Perrin & Kondrick, 
1989). However, given participants in the pilot study failed to comprehend the 7-point 
Likert scale, the test was changed to a “fear” or “no fear" format. Items given a rating 
of"fear" received 1 point, resulting in a range of score from 0 to 12. To adapt to 
situation in Hong Kong, four items were amended: "snow cones" was changed to 
"heavy rain", "babysitters" to "Filipino maid", "Frankenstein" to “ ghost" and “getting 
a hug or kiss from Mom or Dad" to "walking hand in hand with Mom or Dad". The 
FATS took about 5 minutes to administer. 
Procedures 
The present study involved a four-month period. At pretest, participants were 
individually interviewed with the package of questionnaire, consisting of the PSQ, 
WIST and FATS, by one of the three female interviewers. To control over the 
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administration, the interviewers read aloud the questions in a standardized format and 
the responses were recorded verbatim. The SPM was then administered in groups of 
eight to ten. 
One month later, participants from two special schools were assigned to the 
treatment program while those from the other two special schools undertook the control 
program. To control for intergroup contamination, participants in the same school 
joined the same program. This measure minimized the likelihood of discussing their 
respective programs with one another in case two different programs were introduced in 
the same school. Both programs were presented in groups of twelve to fifteen and were 
led by a female instructor (the author herself) who read from narrative scripts and used 
pictures to depict stories. The use of a standard protocol reduced the chance of a 
“confound between treatment and instructor. There was a total of two 45-minute 
sessions for each program, either done on consecutive days or with one to two days in 
between. The treatment program adopted the Behavioral Skills Training Program 
(BST; Wurtele, 1986) whereas the control group utilized the Attention Control 
Program (Wurtele et al., 1989) which made no mention of sexual abuse. The 
introduction of the latter program was a means of controlling for treatment agent 
contact. Within the week after the program ended, all participants including the 
controls were individually interviewed with the package of questionnaire for 
posttesting. 
Follow-up interviews using the same package of questionnaire were conducted 
two months later to measure the maintenance of the acquired skills and knowledge as 
well as the possible side effect of running the program. 
29 
The BehavioralSkills TrainingProgram (BST; Wurtele, 1986). The BST 
teaching self-protection skills from a behavioral perspective has been successfully used 
with children from kindergarten to grade 5, having an age range of 5 to 11 ( Wurtele, 
1990; Wurtele et al., 1986, 1989, 1992). The program encompassed the following 
topics: (a) we are the bosses of our bodies; (b) identification of the location of"private 
parts"; (c) touching own private parts is acceptable provided it is done in private; (d) it 
is appropriate for doctors, nurses, or parents to touch children's private parts for health 
or hygiene reasons; (e) otherwise, it is not okay to have private parts or touched or 
looked at by a bigger person, especially if the person wants the children to keep it a 
secret; (f) it is wrong to be forced to touch a bigger person's private parts; and (g) a 
bigger person's inappropriate touching of the child's private parts is never the child's 
fault. Children were also taught their own body safety rule that "It's not okay for a 
bigger person to touch or look at my private parts" (unless they need help, like if their 
private parts get hurt). The program included a number of stories about children in both 
innocuous and potentially dangerous situations with various people in order to enhance 
rehearsal and generalization. Children practised discriminating between appropriate 
and inappropriate touch requests, and were taught four self-protection skills. The first 
is the appropriate verbal response (e.g., say "No!" in a loud voice). The second is 
motoric responses (e.g., try to get away or remove from the situations. The third skill 
refers to telling some trusty persons about the incident, for instance, parents and 
teachers. The fourth skill is reporting the person and situation concerning the sexual 
advance. Pictures were used as visual means to help depict the situations and instruct 
the safety skills. The self-protection skills were taught via instruction, modeling, 
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behavioral rehearsal, shaping, social reinforcement and feedback. The program was 
originally composed of five sessions, each lasting 20 minutes. Owing to time 
arrangement, the program was conducted in two sessions, each lasting 45 minutes. 
/ . 
Adaptation of the program to the current sample was made by changing "babysitter" to 
"relative". 
The Attention Control Program (Wurtele et al., 1989). The program covered 
various safety skills unrelated to sexual abuse, including car safety, classroom safety, 
stranger safety rules, street crossing, fire prevention and safety, water safety, as well as 
playground safety. The topic "gun rules" was omitted in the present study as this 
seemed irrelevant to children in Hong Kong. Teaching approach also followed 
behavioral principles embracing instruction, modeling, rehearsal, social reinforcement 
and feedback. Visual aids was employed. The program consisted of two 45-minute 
sessions. 
Analyses 
In view of five dropouts in this three-wave longitudinal design, attrition 
analysis was first performed to ensure the completers are representative of the total 
sample at pretest. An one-way multivariate analysis of variance (MANOVA) on pretest 
measures was then performed to test equivalency between the treatment (BST) and 
control groups. To assess whether there are changes on the outcome measures 
following the program implementation, three 2 (Group) x 3 (Time) repeated measures 
MANOVAs were performed. One MANOVA was done on Appropriate Request 
Recognition, Inappropriate Request Recognition, personal safety skills and sexual 
abuse knowledge while the other two on the four self-protection skills and the side 
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effect ofthe program respectively. Significant multivariate effects on the repeated 
measures analyses were followed with univariate tests to identify the specific variables 
on which significant differences were present. Significant univariate tests were 
followed with planned comparisons evaluating (a) BST versus control group at pretest, 
posttest and follow-up assessment; (b) BST group from pretest through the follow-up; 
and (c) control group from pretest through the follow-up assessment. Of note, the 
standard scores of the variable, intellectual ability, is transformed into categorical data 





With five participants dropped out after pretesting, an attrition analysis was 
conducted to compare the default group (n = 5; 2 in the BST group and 3 in the control 
group) with the completed group which was a combination ofboth the BST and the 
control groups (n= 72). An one-way (group) multivariate analysis of variance 
(MANOVA) on the pretest measures ofInappropriate Request Recognition, 
Appropriate Request Recognition, WIST which examines self-protection skills and 
PSQ that assesses knowledge about sexual abuse revealed no significant differences 
between the default and completed groups (Wils,s Lambda = .9488, F(4,72) = .429, p > 
.05). A second MANOVA on the four Specific Skills comprising the self-protection 
skills, namely SAY, DO，TELL and REPORT did not demonstrate significant between-
group difference as well (Wilks's Lambda = .9290, F(4,72) = .251, p > .05). ANOVAs 
on the subjects' age and the side effect of program implementation as measured by 
FATS indicated insignificant result. Table 2 summarizes the F-ratios ofboth the 
MANOVAs at univariate level and the ANOVAs. Intellectual ability was transformed 
into a categorical variable of 3 categories of standard score, <65, 66-67, 68-69. It was 
found insignificantly different between the two groups {y^  = 1.6787 , p > .05). Hence, 
the foregoing attrition analysis suggested the completed group was representative of the 
total sample at pretest. 
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Table 1 
Means (Standard Deviations) between default and completed groups 
Default group Completed group F-value 
{n = 5) (n = 72) 
INAPP 3.00 ( .00) 2.93 ( .26) .548 
APP 1.00( .71) 1.67(1.05) .167 
PSQ 8.00(1.58) 7.44(1.94) .534 
WIST 
Total Skill 9.60 (5.41) 9.21 (5.52) .878 
SAY 2.60(1.52) 3.40(1.90) .360 
DO 2.40(1.34) 2.24(1.94) .853 
TELL 3.80 (3.03) 2.47 (2.44) .250 
REPORT 1.20(1.64) 1.32(1.76) .883 
FATS 5.80(1.79) 4.96 (2.19) .405 
Age 13.20(1.64) 13.46(1.33) .680 
allps>.05 
Note. INAPP = Inappropriate Request Recognition 
APP = Appropriate Request Recognition 
WIST = WhatIfSituation Test 
PSQ = Personal Safety Questionnaire 
FATS = Fear Assessment Thermometer Scale 
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Pretreatment Analysis 
Analyses were completed to examine whether participants assigned to the BST 
group differed at various pretest measures from those assigned to the control group. A 
one-way MANOVA on Inappropriate Request Recognition, Appropriate Request 
Recognition, WIST measuring the self-protection skills and PSQ which assesses sexual 
abuse knowledge identified no significant difference between the two groups at pretest 
(Wilks's Lambda = .9218, F(4,67) = .236, p > .05). Another MANOVA also illustrated 
the BST and control groups did not significantly differ on the four Specific Skills 
(Wilks's Lambda = .9479, F( 4,67) = .457, p > .05). ANOVAs on side effect of 
program implementation as well as subjects' age showed no significant differences 
between participants in the two groups. Table 3 displays the F-values of the ANOVAs 
in addition to the subsequent univariate analyses ofMANOVAs. Chi-square test 
indicated that the BST group did not exhibit significantly different intellectual ability 
from the control group (%^  = 3.1066, p > .05). 
Reliability of Measures 
Internal consistency of the various measures at pretest were checked by 
Cronbach's alpha coefficients. As shown in Table 4，all coefficient alphas yielded 
moderate level of internal consistency with the exception of two scales, namely the 
Personal Safety Questionnaire (PSQ) and the Fear Assessment Thermometer Scale 
(FATS). Interpretation regarding these two scales should therefore remain cautious. 
Notably, Cronbach's alpha cannot be computed for Inappropriate Request Recognition 
due to the minimal variance. Four-month test-retest reliabilities (Pearson r), based on 
the Controls' pre- and follow-up scores, were also calculated. The Pearson rs outlined 
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Table 1 
Pretreatment analysis: Means (Standard Deviations) between BST and control groups 
BST group Control group F-value 
(« = 38) (n = 34) 
ns[APP 2.90( .31) 2.97( .17) L ^ 
APP 1.87( .96) 1.44(1.11) 3.069 
PSQ 7.40(1.88) 7.50(2.03) .052 
WIST 
Total Skill 8.74 (5.10) 9.74 (5.98) .584 
SAY 3.37(1.94) 3.44(1.89) .026 
DO 1.92(1.91) 2.59(1.94) 2.159 
TELL 2.42 (2.48) 2.53 (2.44) .035 
REPORT 1.42(1.80) 1.21 (1.74) .266 
FATS 4.84(2.01) 5.09 (2.40) .224 
Age 13.45(1.39) 13.47(1.29) .005 
Allps>.05 
Note. BST = Behavioral Skills Training 
INAPP = Inappropriate Request Recognition 
APP = Appropriate Request Recognition 
WIST = WhatIfSituation Test 
PSQ = Personal Safety Questionnaire 
FATS = Fear Assessment Thermometer Scale 
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Table 1 
Internal Consistency of Outcome Measures 
Variables No. of items Cronbach,s Alpha 
• P P 3 ---—1 
APP 3 .5425 
WIST 
Total Skill 12 .7930 
SAY 3 .5858 
DO 3 .6989 
TELL 3 .8181 
REPORT 3 .8227 
PSQ 15 .4194 
FATS 12 .5844 
1 Cronbach ’s alpha cannot be computed 
Note. INAPP = Inappropriate Request Recognition 
APP = Appropriate Request Recognition 
WIST = WhatIfSituation Test 
PSQ 二 Personal Safety Questionnaire 
FA TS = Fear Assessment Thermometer Scale 
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in Table 5 fell within an acceptable range, all were over .5 at a significance level of 
.005. 
Outcome Evaluation 
The four outcome measures at pretest, posttest and follow-up. The means and 
standard deviations for the four outcome measures, namely Inappropriate Request 
Recognition, Appropriate Request Recognition, self-protection skills as measured by 
WIST and sexual abuse knowledge as measured by PSQ are contained in Table 6. To 
assess whether the prevention program was associated with changes of the measures, a 
2 (Group) X 3 (Time) repeated measures MANOVA was calculated (Table 7). 
Group X Time interaction. The predicted Group x Time interaction was also 
significant, Wilks's Lambda = .7157, F(8,274) = 6.2348, p < .001. This overall effect 
was composed of significant univariate interaction effects for the Appropriate Request 
Recognition, F(2,140) = 4.0849, p < .05; self-protection skills as manifested by the 
WIST Total Skill, F(2,140) = 20.4810, p < .001; and sexual abuse knowledge as 
measured by the PSQ, F(2,140) = 73741，p < .005. 
As illustrated in Figure 1, analyses of the two groups at each measurement 
period revealed the BST group was better at the Appropriate Request Recognition than 
the control group at posttest, t(70) = 4.02, p < .001 and follow-up, t(70) = 2.51,j!?s < 
.05. Though the BST group showed significant increase on the Appropriate 
Recognition Request at posttest, F(l,37) = 10.2719, p < .005, their performance at 
follow-up was significantly lower than at posttest F(l,37) = 4.1667, p < .05 and 
remained at comparable level with the pretest, F(l,37) = 1.1439, p > .05. This 
manifested the gain in the Appropriate Request Recognition was not maintained two 
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Table 1 
Test-Retest Reliabilities of Outcome Measures 
Variables No. of items Pearson r 
Ds[APP 3 .560* 
APP 3 .598* 
WIST 
Total Skill 12 .699* 
SAY 3 .575* 
DO 3 .630* 
TELL 3 .651* 
REPORT 3 .694* 
PSQ 15 .546* 
FATS 12 .700* 
*p<.005 
Note. INAPP = Inappropriate Request Recognition 
APP = Appropriate Request Recognition 
WIST = WhatIfSituation Test 
PSQ = Personal Safety Questionnaire 
FA TS = Fear Assessment Thermometer Scale 
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Table 1 
Means (Standard Deviations) of Four Outcome Measures bv Group at Pre-, Post-, and 
Follow-up Testing 
Measurement Period 
Outcome Measure Pretest Posttest Follow-up 
Inappropriate Request Recognition (range 0-3) 
BST group 2.90( .31) 2.97( .16) 2.95( .32) 
Control group 2.97(.17) 2.97(.17) 2.91( .29) 
Appropriate Request Recognition (range 0-3) 
BST group 1.87( .96) 2.32( .99) 2.05(1.18) 
Control group 1.44(1.11) 1.30(1.17) 1.35(1.18) 
WIST Total Skill (range 0-24) 
BST group 8.74(5.10) 14.97(6.44) 14.18(6.28) 
Control group 9.74(5.98) 9.32(5.68) 8.68(6.25) 
Personal Safety Questionnaire (range 0-12) 
BST group 7.40(1.88) 8.97(1.82) 9.03(1.98) 
Control group 7.50(2.03) 7.97(1.77) 7.71(1.80) 
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months following the program. No significant changes across time emerged for the 
control group, however (all ps > .05). 
For the self-protection skills revealed by the WIST (Figure 2), comparisons of 
each group at each measurement period found that the BST group fared better at 
posttest, t(70) = 3.93, p < .001 and the two-month follow-up, t(70) = 3.72，p < .001. 
Comparing with self-protection skills at pretest, this group showed significant increase 
at posttest, F(l,37) = 39.8369, p < .001 which was sustained two months after the 
program as indicated by the insignificant difference between posttest and follow-up, 
F(l,37) = 1.4696，p > .05 as well as the significant difference between follow-up and 
pretest, F(l,37) = 32.30724, p < .001. The performance of control group was 
comparable at all occasions of measurement (all ps > .05). 
Considering sexual abuse knowledge shown by the PSQ (Figure 3), despite an 
overall insignificant group difference, the BST group was significantly higher than the 
control group at posttest, t(70) = 2.37, p < .05 and at follow-up, t(70) = 2.95, p < .005. 
In addition, this group evidenced significant increase at posttest, F(l,37) = 36.0390, p < 
.001 which remained stable for two months, as shown by the insignificant difference 
from posttest to follow-up, F(l,37) = .0557, p > .05 and significant difference between 
follow-up and pretest, F(l,37) = 32.3072, p < .001. 
Between-group main effect. Using Wilks's criterion, significant difference was 
present for the Group main effect: Wilks's Lambda = .8160, F(4,67) = 3.7769，p < .01. 
Subsequent univariate tests revealed the BST group scored significantly higher on the 
Appropriate Request Recognition, F(l,70) = 9.7035, p < .005, and self-protection skills 
as measured by the WIST Total Skill, F(l,70) = 7.5552, p < .01. 
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Figure 2 
WIST Total Skill at Pre-. Post-. and Follow-up Testing 
Score 
16 1 
: : / ^ 
10 . / 
: r ^ ^ _ 1 ^ 
o ~~*~"BST group o -




oJ ：~~~-r 1 
Pretest Posttest 2-month 
Follow-up 
Measurement Period 
Note. WIST= What IfSituation Test 
BST = Behavioral Skills Training Program. 
44 
Figure 3 
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Within-group main effect. There was a significant main effect for Time，Wilks's 
Lambda = .6295, F(8,63) = 4.6344, p < .001. Significant univariate main effects were 
found on self-protection skills as indicated by the WIST Total Skill, F(2,140)= 
13.0746, p < .001 as well as sexual abuse knowledge as reflected by the PSQ, F(2,140) 
=16.7186, p < .001. Post hoc planned contrast analyses evidenced significantly higher 
level of self-protection skills at posttest than at pretest, F(l,70) = 16.8036, p < .001 and 
at follow-up than at pretest, F(l,70) = 10.3171, p < .005. Taken together with the 
insignificant difference from posttest to follow-up assessments, F(l,70) = 2.3218, p > 
•05，it was suggested the increase in self-protection skills from pretest was well 
maintained. On knowledge about sexual abuse, comparison between pretest and 
posttest was statistically significant, F(l,70) = 22.9874, p < .001, with higher level 
reported at posttest. Sexual abuse knowledge was also found significantly higher at 
follow-up than at pretest, F(l,70) = 18.7140, p < .001. In addition with the statistical 
insignificance from posttest to follow-up, F(l,70) = .3597, p > .05, it reflected the 
improvement remained two months after the program. 
The four self-protection skills at pretest, posttest and follow-up. For the four 
specific skills comprising the WIST Total Skill, their means and standard deviations are 
presented in Table 8 with their F-values displayed in Table 9. 
Group X Time interaction. Overall, the Group x Time interaction was found 
significant on the multivariate test, Wilks's Lamba = .7330, F(8,274) = 5.7557, p < 
.001. Significant difference was evidenced in subsequent univariate tests on SAY, 
F(2,140) = 14.1325, p < .001; DO, F(2,140) = 4.7894, p < .05; TELL, F(2,140)= 
4.2520, p <.05; and REPORT, F(2,140) = 8.2751, p < .001. 
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Table 1 
Means (Standard Deviations) for WIST Specific Skills 
Measurement Period 
WIST Specific Skills Pretest Posttest Follow-up 
SAY (range 0-6) 
BST group 3.37(1.94) 4.76(1.67) 4.79(1.49) 
Control group 3.44(1.89) 2.79(2.07) 2.94(2.36) 
DO (range 0-6) 
BST group 1.92(1.91) 3.68(2.06) 3.08(2.21) 
Control group 2.59(1.94) 2.44(2.18) 2.47(2.05) 
TELL (range 0-6) 
BST group 2.42(2.48) 3.84(2.68) 3.74(2.54) 
Control group 2.53(2.44) 2.56(2.54) 2.32(2.75) 
REPORT (range 0-6) 
BST group 1.42(1.80) 2.74(2.29) 2.61(2.20) 
Control group 1.21(1.74) 1.44(1.60) 1.21(1.95) 
Note. BST = Behavioral Skills Training Program 
WIST = WhatIfSituation Test 
SA Y = What would you say? 
DO = What wouldyou do? 
TELL = What wouldyou tell? 















































































































































































































































































































































































As depicted in Figure 4, the BST group fared better on SAY at posttest, t(70)= 
4.46, p < .001 and follow-up, t(70) = 4.01, p < .001 when compared to the control 
group. Though time effect was insignificant when the two groups were pooled, the 
BST group displayed significant increase at posttest, F(l,37) = 20.5523, p < .001. For 
this group, significant difference was not present between posttest and follow-up, 
F(l,37) = .01412, p > .05 but was evident between pretest and follow-up, F(l ,37)= 
21.3057, p <.001, indicating a retention of increase on SAY for two months after the 
program. Significant change across time was not found in the control group (all ps > 
.05). 
On DO (Figure 5)，the BST performed better than the control group at posttest, 
t(70) = 2.49, p < .05 but not at follow-up, t(70) = 1.21, p > .05. This group displayed 
significant increase at posttest, F(l,37) = 17.7053, p < .001 which was well-maintained 
two months following the program, as suggested by the insignificant difference 
between posttest and follow-up, F(l,37) = 3.3648, p > .05 but a significant difference 
statistical significant difference between pretest and follow-up, F(l,37) = 4.3276, p < 
.05. 
For TELL as shown in Figure 6, the BST group performed better than the 
control group at posttest, t(70) = 2.08, p < .05 and follow-up, t(70) = 2.27, p < .05. The 
BST group also exhibited significant increase in this skill at posttest, F(l,37)= 
14.5407，p = .001 which remained high at follow-up, given a insignificant change 
between posttest and follow-up, F(l,37) = .1028, p > .05 but a significant change 
between pretest and follow-up, F(l,37) = 10.9545, p < .005. No significant change was 
observed for the control group on the time dimension. 
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With respect to REPORT (Figure 7), the BST was superior at both posttest and 
follow-up, with t(70) = 2.76 and t(70) = 2.84 respectively,j!7s < .01. The increase in 
reporting sexual advance was significant for the BST group at posttest, F(l ,37)= 
13.9728, p = .001. This increment remained stable by the two-month follow-up as 
illustrated by the insignificant change between posttest and follow-up, F(l,37) = .3562, 
p > .05 and the significant change between pretest and follow-up, F(l,37) = 13.1702, p 
= .001. 
Between-group main effect. A 2 (Group) x 3 (Time) repeated measures 
MANOVA yielded a significant Group main effect, Wilks's Lambda = .8139, F(4,67)= 
3.8303，p < .01. Univariate ANOVAs identified significant group differences on SAY, 
F(l,70) = 10.9827, p < .005, TELL, (1,70) = 2.6711，p < .001 and REPORT, F(l,70)= 
5.8935, p < .05, with higher levels demonstrated in the BST group. 
Within-group main effect. There was also a significant difference for the Time 
main effect: Wilks's Lambda = .8442, F(8,274) = 3.0279, p < .005. Significant 
univariate differences were present for DO, F(2,140) = 4.7894, p < .05; TELL, F(2,140) 
=4.2520, p < .05; and REPORT, F(2,140) = 8.2751, p < .001. Post hoc comparison on 
DO demonstrated significant difference from posttest to pretest, F(l,70) = 7.8544, p < 
.01. Though insignificant difference emerged between posttest and follow-up 
assessment, F(l,70) = 1.7465, p > .05，it was not evidenced between pretest and follow-
up, F(l,70) = 3.9270，p > .05. On TELL, posttest score was higher than pretest, F(l,70) 
=8.3560, p < .01 and continued till the follow-up measurement as shown by the 
significantly related to the follow-up variables, with the exception of self-protection 
skills at follow-up as measured by the follow-up WIST, r = .45, p < .01. 
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Figure 3 
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Side effect of the program 
Table 10 summarizes the means, standard deviations and F-values of the FATS 
across three occasions of measurement. A 2 (Group) x 3 (Time) repeated measures 
MANOVA did not show a significant difference in the Group x Time interaction, 
Wilks's Lambda = .9931, F(2,69) = .2399, p > .05. The between-group comparison is 
also insignificant, F(l,70) = .02, p > .05. Significant Time main effect was however 
found, Wilks's Lambda = .8408，F(2,69) = 6.5319, p < .005. Taking the BST and 
control groups together, post hoc comparisons on the time dimension revealed 
significant differences between posttest and follow-up, F(l,70) = 7.8347, p < .01 and 
between pretest and follow-up, F(l,70) = 12.6097, p < .005, with lower level at the 
follow-up assessment. This indicates lower level of fear was displayed at the two-






































































































































































































































































































The need for sexual abuse prevention program 
In the present study, 72 female adolescents with mild mental retardation were 
assigned to either the Behavioral Skill Training (BST) program which aimed at 
preventing sexual abuse or to a control program that trained self-protection skills 
outside the spectrum of sexual abuse. Owing to ethical and practical reason, knowledge 
instead of actual behavior regarding the self-protection skills was measured. The 
pretest data in general support previous findings that people with mild mental 
retardation lack knowledge about sexual abuse and self-protection skills (Haseltine & 
Miltenberger, 1990). Both groups of adolescents with mild mental retardation failed to 
show proficiency in recognizing appropriate-touch requests. The 55.2% accuracy of 
appropriate-touch request recognition reached the chance level only, suggesting the 
recognition resembled a random response. In contrast, they demonstrated nearly perfect 
recognition of inappropriate-touch requests across three occasions of measurement. 
Notice such a high level of inappropriate request recognition prior to joining the 
program was not observed in studies done on children in the general population 
(Wurtele, 1990, 1991, 1993; Wurtele et al., 1992). 
On average, participants ofboth the BST and control groups possessed 
approximately 38.5% of the self-protection skills. Upon recognition of inappropriate-
touch requests, verbal refusal, nonverbal refusal of removing from the abusive scene, 
telling a resource person about the inappropriate-requests and report of the happening 
were displayed 56.8%, 37.6%, 41.3% and 21.9% of the occasions respectively. Ofthe 
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four self-protection skills, all participants were particularly weak at reporting the 
sexually abusive situation, which was a combination of the identification of the 
perpetrator and the description of the circumstances. At pretesting, the participants 
knew 62.1% of the sexual abuse knowledge. Their inadequate knowledge of sexual 
abuse and impoverished self-protection skills underscored the vulnerability to sexual 
abuse as suggested by 0'Day (1983) and therefore the necessity of sexual abuse 
prevention program directed toward individuals with mild mental retardation. 
Outcome evaluation of the Behavioral Skill Training (BST) program 
The findings of the present study suggest people with mild mental retardation 
showed improvement in sexual abuse knowledge and self-protection skills subsequent 
to a sexual abuse prevention program. This corroborates to a study of adults falling 
within the same category of mental retardation as the target subjects (Haseltine & 
Miltenberger, 1990). Considering the recognition of inappropriate-touch requests, 
participants ofboth the BST program and the control program nearly reached perfect 
performance before and immediately after the program and at the two-month follow-up. 
The BST group, therefore, did not differ significantly from the control group at any 
point of measurement. Significant change across time was not found for each of the 
two groups, also. Therefore, based on the current assessment instrument, the 
adolescents with mild mental retardation in the present study were capable of 
recognizing inappropriate-touch requests. The insignificant difference is probably a 
result ofthe ceiling effect by which the participants almost achieved perfect score at 
pretest. This phenomenon was also found in an outcome study with children in the 
general population (Swan, Press & Briggs, 1985). One possible indication of the 
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ceiling effect is the inadequacy of the Inappropriate Recognition Request measure. The 
three items which comprise this measure are not enough to tap the knowledge acquired 
by the participants. The participants may have known more than was revealed by the 
measure in the current study. Another possible account is that the participants may 
have leamed more than what was covered in the BST program in regard of 
inappropriate-touch requests. However, based on the current findings, it is difficult to 
conclude whether the culprit is the assessment instrument or the program. 
On the appropriate-touch requests, the BST participants evidenced significant 
increase as a consequence of the prevention program. This manifests that though the 
participants were taught recognition about both inappropriate-touch requests and 
appropriate-touch requests, they did not overgeneralize the former type of recognition 
to the latter one. While it is important to recognize inappropriate-touch situations to 
escape from victimization, people with mental retardation of varying degree should also 
be able to identify appropriate-touch requests of private parts for hygiene or medical 
reason. However, the gain in the recognition of appropriate-touch requests was not 
maintained over a two-month interval for participants of the BST group. This is 
attributable to the fact that distinguishing appropriate from inappropriate-touch requests 
is unlikely to be a high frequency behavior. With fewer opportunities to practise and 
therefore to be reinforced, maintenance of this type of recognition is very difficult. 
• Mank and Homer (1987) suggested that increased opportunities to perform newly 
leamed skills can enhance the maintenance. Following this line of thinking, booster 
sessions are recommended to facilitate the retention of appropriate-request recognition 
over time through more behavioral rehearsals. 
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The result on the Personal Safety Questionnaire which measures sexual abuse 
knowledge is more encouraging, however. The adolescents with mild mental 
retardation participated in the BST group exhibited greater knowledge about sexual 
abuse post-training and the increments remained stable for two months. They showed 
better understanding at sexual abuse issues like "we are the bosses of our bodies", 
adults' inappropriate touching of a child is never the fault of the child, touching an 
adult's private part is wrong, touching own private part is acceptable, the differentiation 
between inappropriate and appropriate touch situations. In contrast, control participants 
consistently performed at lower level, demonstrating their naivete with respect to sexual 
abuse knowledge. 
For the overall self-protection skills as measured by the WIST Total Skill, 
subjects participating in the BST group displayed significantly higher performance 
post-training and the increase was maintained at a comparable level over the following 
two months. Upon recognizing an inappropriate-touch request, they reacted with more 
advanced self-protection skills when compared to participants of the control program. 
On closer examination of the four components of self-protection skills, participants of 
the BST group were more likely to verbally refuse the inappropriate sexual advance, to 
remove themselves from the abusive situations，to tell a resource person about the 
inappropriate situations and to report what has happened to the resource person when 
compared to the control group. The enhancement of each of these four skills was 
maintained for two months. However, since the proficiency of these four protection 
skills showed a decreasing trend at the two-month follow-up, in particular the 
nonverbal refusal skill of physically removing from the abusive situations, booster 
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sessions with an emphasis ofthese skills are recommended for longer-term 
maintenance. Subjects not trained in sexual abuse prevention, by contrast, were 
relatively weak at these four self-protection skills, making them more vulnerable to 
sexual exploitation. 
From a theoretical point of view, the current findings suggest the adolescents 
with mild mental retardation were more competent in responding to sexually abusive 
circumstances after participating in the sexual abuse prevention program as reflected by 
their improvement in knowledge of sexual abuse and self-protection skills. Though 
Latane and Darley's (1969) paradigm did not specifically explicate the process 
underlying self-protection against sexual abuse, its emphasis on emergency situation 
was probably the best theoretical guide. According to this paradigm, participants of the 
BST group could recognize inappropriate-touch request almost without a miss, yet they 
did not overgeneralize this recognition to those of the appropriate ones, by which they 
identified over 75% of the occasions. Their enhanced knowledge of self-protection 
skills in response to a sexual advance was also noted. Though the belief that they can 
and should take action in face of sexually abusive situation was not directly measured 
by the assessment instrument, it was implied in the demonstration of their knowledge of 
self-protection skills throughout the measurement periods. 
Taken together the prevailing empirical findings as well as the theoretical 
backup, the Behavioral Skills Training (BST) program (Wurtele, 1986)，for the first 
time, was found effective in training sexual abuse knowledge and self-protection skills 
to adolescents with mild mental retardation. Nevertheless, the efficacy of this particular 
program is not limited to individuals with mental retardation as its positive outcome in 
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the general population was well-documented in recent child sexual abuse studies 
(Wurtele, 1990，1993; Wurtele etal.，1986, 1989, 1991, 1992). 
Statistically, the BST participants outperformed those in the control group 
following the sexual abuse prevention program, nonetheless the clinical significance is 
less promising. Clinical significant difference between the BST and the control groups 
seemed to exist on three variables only. At posttest, there was a 1-point between-group 
difference on the 3-point Appropriate Request Recognition measure, a 5-point between-
group difference on the 24-point measure of self-protection skills as illustrated by the 
WIST and a 2-point between-group difference on the 6-point verbal refusal skill 
measure as indicated by SAY. However, the mere 1-point difference on the 12-point 
PSQ measuring sexual abuse knowledge as well as the 6-point DO, TELL and 
REPORT measures raised doubts about the clinical significance between the two 
groups. Furthermore, the level of the four self-protection skills attained by the BST 
participants at posttest was less than 70% of the total score, with the exception of verbal 
refusal which approached 80% accuracy. Clinically, their knowledge about how to 
remove oneself from abusive situation, to tell a resource person about the situation, and 
to report the abusive incident may not be sufficient to combat sexual advance. To 
facilitate clinically significant improvement particularly on the three foregoing self-
protection skills, extension of the BST program beyond the existing 90 minutes which 
allows more behavioral rehearsal of these skills are recommended (Wurtele, 1990). 
Side effects ofsexual abuse prevention program 
In contrast to the minimal emotional cost associated with participating in sexual 
abuse prevention program found in child sexual abuse literature (Wurtele, 1990; 
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Wurtele et al., 1991,1992) and the study on people with mental retardation (Haseltine 
& Miltenberger，1990), the current findings demonstrated that participants ofboth the 
BST program and the control program showed less fear two months post-training than 
immediately before and after the program. This so-called "sleeper effect，，suggests 
following the training of self-protection skills in response to sexually abusive situations 
or non-sexually abusive circumstances, participants tumed more emotionally calm in 
the long run. One possible explanation is that the BST participants became better 
equipped with the ability to recognize appropriate and inappropriate-touch requests as 
well as the self-protection skills in face of sexually abusive situations following the 
program, therefore curbing their level of anxiety or fear in general. For participants of 
the control group, being trained with skills with respect to fire safety, road safety, 
playground safety, classroom safety and the like may also have lowered the general 
level of anxiety. In sum, as opposed to the immediate promotion of sexual abuse 
knowledge and self-protection skills, positive effect on the emotional level was 
revealed with a delayed period of time following the implementation of sexual abuse 
prevention program directed toward people with mental retardation. In addition to the 
encouraging result in cognitive and behavioral aspects, the emotional enhancement 
serves as another vehicle to further advocate this type of prevention program. 
Transfer of knowledge from child sexual abuse research 
The present study was the first attempt of adopting a sexual abuse prevention 
program and the corresponding assessment protocols used among children in the 
general population to adolescents with mental retardation. In fact, a transfer of 
knowledge from the child sexual abuse research is believed to be prominent and cost-
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effective. For one thing, research done on people with mental retardation pertaining to 
sexual abuse is extremely sparse. Recent studies limited their attention to addressing 
the epidemiology such as the incidence and prevalence of sexual abuse (Beail & 
Warden, 1995; Dunne & Power, 1990; Sobsey, 1994; Turk & Brown, 1993). There is 
only one study directly dealing with sexual abuse prevention in this population 
(Haseltine & Miltenberger, 1990). The scant research of sexual abuse among 
individuals with mental retardation constitutes a major blockage to further development 
of prevention efforts. On the contrary, sexual abuse prevention programs are relatively 
heavily researched in child sexual abuse literature. There were a total of 19 prospective 
controlled trials published between January 1979 and May 1993 (MacMillan et al., 
1993). Choosing prevention program and assessment instrument from one ofthese 
studies is certainly more time-efficient than designing new ones for people with mental 
retardation, given the many common components regarding the content of the program 
and the measuring instrument shared by the two target groups. In addition, the 
demonstration of program effectiveness in outcome studies guide better choice of 
program, thereby making program implementation more cost-effective. 
Four issues must be acknowledged in borrowing program and assessment 
instrument from the respective research conducted in the normal population. The 
findings ofthe current study, in fact, draws some conclusions on each of the four issues. 
The first issue relates to the content of the program. The complexity of the content of 
the BST program seemed to adhere to the cognitive ability of adolescents with mild 
mental retardation as their intellectual functioning was comparable to the original target 
group who aged 7 to 11 (Inhelder, 1968). Nevertheless, the complexity of 
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Inappropriate Request Recognition could be raised in light of the ceiling effect of this 
variable at pretest, posttest and follow-up. The participants could be taught to 
recognize inappropriate-touch requests embedded in more ambiguous circumstances. 
The second issue is the length of presentation. In the current study, the BST program 
involved a 90-minute presentation, the exact time spent in Wurtele et al.'s work (1989, 
1992). However, since the level ofknowledge posttraining was not satisfactory for 
three self-protection skills including removing from abusive situation, telling a resource 
person about the event, and reporting the event in detail, the length ofpresentation 
could be extended when the target population belonged to people with mental 
retardation. Their slow learning rate warrants more modeling, behavioral rehearsal and 
reinforcement of the target self-protection skills. Third, the mode of presentation. The 
behavioral approach adopted in the BST program was found effective in the current 
study as well as Haseltine and Miltenberger's study (1990) targeted at persons with 
mental retardation. Amendment with respect to the mode of presentation therefore 
appears unnecessary when adopting sexual abuse prevention program with a behavioral 
orientation. The last issue pertains to the assessment instrument. Measurements using 
a Likert scale cannot be used in research conducted with people with mental 
retardation. Participants in the current pilot study failed to comprehend the Likert 
scale. Besides, the ceiling effect of the Inappropriate Request Recognition measure 
indicates a necessity to refine the measure. Including more items to this measure 
probably better examines the ability to recognize inappropriate-touch requests among 
people with mild mental retardation. 
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In addition to attending to the characteristics of people with mental retardation 
when transferring knowledge from child sexual abuse literature, cultural adaptation 
should not be ignored. In Hong Kong where lots of children are taken care ofby the 
Filipino maids, hypothetical abusive situations induced by babysitters in the original 
BST program were refined to use "Filipino maids" as a substitution of"babysitters". 
For participants in the prevailing study, ‘‘Filipino maids，，was a common and colloquial 
term which was more comprehensible than the term "babysitters". Besides, the term 
"Filipino maids" fulfilled the underlying notion that people being familiar with could 
also appear as the perpetrators. Given the need for an extension ofthe BST program to 
further promote some of the self-protection skills as mentioned previously, vignettes for 
behavioral rehearsal can locate in settings frequently attended by the Chinese 
adolescents with mental retardation in this study, for instance, the special schools. 
Vignettes involving teachers, social workers, and staff of the special schools are best 
geared to adolescents with mental retardation in Hong Kong setting. 
Limitations 
Several limitations of the study must be noted. The major concern is connected 
to the outcome measures. The current research employed self-report measures of 
sexual abuse knowledge and self-protection skills in response to inappropriate-touch 
requests, which are in fact attending to the cognitive level, in other words, measuring 
the level ofknowledge. There is a heated debate on the feasibility of translating this 
knowledge into actual behavior. Haseltine and Miltenberger (1990) claimed their main 
contribution rested upon examining the behavioral response under potential abduction 
scenarios. In spite ofthe advantage of drawing a firm conclusion based on measures of 
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actual behavior, the ethicality of subjecting participants to hypothetical abusive 
confrontation definitely hinders an attempt made in the current study. Still, there 
remains another alternative outcome measure, the incidence of sexual abuse. Though it 
is the best indicator of the effectiveness of primary prevention program on sexual 
abuse, accurately measuring reductions in the incidence of sexual abuse is a 
monumental and long-term goal. The incidence rate, in addition，is confounded by the 
underreporting of cases of sexual abuse among people with mental retardation (0,Day, 
1983). All in all, despite the need to lend caution to firm conclusions about the 
effectiveness ofthe BST program, the WIST and PSQ which measure the level of 
knowledge regarding sexual abuse concept and self-protection skills form the best 
choice of outcome measure by virtue of the concerns of ethicality and cost-
effectiveness. 
Another limitation is the extent of generalization of the current findings to 
people other than those of mild mental retardation. Given the sample in this study was 
confined to people with mild mental retardation, the effectiveness and appropriateness 
ofthe BST program to people with moderate, severe or profound mental retardation is 
uncertain. This is particularly for people with severe or profound mental retardation 
who usually have communication problem. Impaired verbal ability implies three self-
protection skills trained in the BST program will become inapplicable, namely verbal 
refusal skills, telling someone about the event and reporting what had happened during 
the event. However, training of non-verbal communication through sign language or 
pictorial representations regarding these skills was possible. The remaining self-
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protection skill which was nonverbal in nature, that is, physically removing oneself 
from the abusive scene could no doubt be included in the training. 
The third limitation of the study is a lack of long-term follow-up due to time 
limitation. Though a two-month follow-up was included in the present study, the 
period was too short to conclude a retention of sexual abuse knowledge and self-
protection skills in the long run. Conducting follow-up assessment with longer time 
interval gives a clearer picture of the maintenance of material leamed in the BST 
program. 
The fourth shortcoming is pertinent to the measurement of the side effect of the 
programs being implemented. The current study assessed this variable solely by a self-
report measure, namely the Fear Assessment Thermometer Scale. A definite 
conclusion on the side effect of program implementation, however, impinges upon a 
more comprehensive assessment with multiple measures. In addition to self-report 
measures, ratings of parents and teachers such as Parent Perception Questionnaire in 
Wurtele's work (1990, 1993) and the Teacher Perception Questionnaire employed in 
Wurtele et al.'s study (1991, 1992) should be included. 
Clinical Implication 
The preliminary success of employing the BST program, which was initially 
designed for use with children in the general population, to adolescents with mental 
retardation justifies borrowing prevention program and assessment instruments from 
the field ofchild sexual abuse. Notably, adaptation in terms of program content, length 
ofpresentation, mode ofpresentation and format of the assessment tools is necessary. 
Outcome studies undoubtedly serve as a basis for the refinement of these domains. 
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In the present study, the BST program was delivered at special schools. School-
based prevention seems appealing for several reasons. First, we can reach a large 
number of recipients at school which makes program implementation cost-effective, a 
main concem with respect to clinical meaningMness. Second, parents ofpeople with 
mental retardation often rely on the teachers in training self-protection skills. The 
special school thus are ideal settings to promote sexual abuse prevention program. 
Third, sex education will be included in the curriculum of normal schools in Hong 
Kong in the coming schoolyear and the teachers were given corresponding training by 
the Education Department. School-based sexual abuse prevention program seems 
consonant with the education policy. 
The current study aims at preventing sexual abuse by working on the potential 
victims, that is, people with mental retardation. However, as suggested by Finkelhor's 
(1984) model, there are other points of intervention for primary prevention of sexual 
abuse. Future efforts can be put on intervening with the potential perpetrators and the 
external environment subjecting people with mental retardation to sexual abuse. 
Psychological treatment of sex offenders (Schwartz, 1989), legal deterrent to sexual 
offense and public education of signs of sexual abuse all are different ways to reduce 
the occurrence of sexual abuse. 
Conclusions 
The present three-wave longitudinal study was the first empirical study 
to document the effectiveness of a sexual abuse prevention program, namely the 
Behavioral Skills Training (BST) program, on adolescents with mental retardation in 
Chinese setting. Despite the recognition of inappropriate-touch requests remained at 
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high level prior to the training, sexual abuse knowledge, verbal refusal skill, nonverbal 
refusal skill of removing from sexually abusive situations, telling someone about the 
event, and reporting the event in detail were superior among the BST participants than 
those in the control program at posttest. These improvements were maintained for two 
months albeit a decreasing trend was observed. Booster sessions directed toward these 
skills are recommended. Given clinical significant improvement is of doubt for the 
latter three self-protection skills, an extension of the BST program is suggested. 
Though the recognition of appropriate-touch requests was enhanced subsequent to the 
BST program, the increments dissipated among the BST participants two months later. 
Booster session with an emphasis on this topic is therefore necessary for better 
retention. Of note, both the BST and the control programs produced less fear among 
the participants two months after the program implementation, possibly as a result of 
the better self-protection skills and the corresponding knowledge. The current findings 
provide preliminary support for using prevention programs and assessment instrument 
designed for use in the general population among people with mental retardation, 
though adaptation is inevitable. 
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a )你會點做？ ： 




a )你應唔應該坐一個你唔識口既人架車？ 應該/唔應該/唔知道 
b)你會同佢講包野？ 
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係 /唔係 /唔知道 1 )你口既身體係唔係你自己才查主意、話事° 
係/唔彳系/唔知道 2 )如果有個大人据一個小朋友口既私處、下體，個小朋 
友有有唔口岩？ 
係 /唔係 /唔知道 3 )小朋友係唔係要俾所有大人据佢地口既私處、下體？ 
係 /唔係 /唔知道 4 )如果一個大人抵完小朋友^既私處、下體，然後叫佢 
唔好話俾人廳，個小朋友應唔應該話俾其他人廳？ 
係 /唔係 /唔知道 5)如果個小朋友話俾其他人廳但人地又唔信佢，個小 
朋友應唔應該忘記呢件事？ 
係 /唔係 /唔知道 6 )你係卩割系女仔？ 
係 /唔係 /唔知道 . 7 )係唔係只有唔認識口既人先至想結小朋友口既私處、. 
下體？ 
係/唔彳系/唔知道 8 )如果一個唔認識口既人想睹小朋友口既私處、下體， 
個小朋友應唔應該走呢？ 
係 /唔係 /唔知道 9 )如果受左傷，醫生可唔可以蹄小朋友口既私處、下 
體？ 
係/卩割系/唔知道 1 0 )貓會’\ ^ 0—〜 0’ _吹？ 
• . 
係/唔係/’唔知道 1 1)小朋友可唔可以链大人口既私處、下體？ 
. 係 /唔係 /唔知道 1 2 )如果小朋友需要有人幫佢沖涼，佢地口既爸爸媽 
媽可唔可以抵佢地口既私處、下體？ 
係 /唔係 /唔知道 13)小朋友可唔可以玩火柴？ 
係 /唔係 /唔知道 1 4 )如果親戚想链小朋友口既私處、下體，佢地應該點 
答但？ 
係/唔彳系/唔知道 1 5 )小朋友可唔可以据佢地自己口既私處、下體？ 
• . ‘ : 
Fear Assessment Thermometer Scale (FATS) 
依家我會講一 D動物或者人，你只需要答你「驚」或者「唔驚」佢地。 
1 )蜘蛛 驚 / 唔 驚 
2 ) _ 蝶 驚 / 唔 驚 
3)你唔認識口既男人 驚 / 唔 驚 
4 )你唔認識口既女人 驚 / 唔 驚 • 
5 )離開屋企 驚 / 唔 驚 
6 )落大雨 驚 / 唔 驚 
7 )返學 驚 / 唔 驚 
8 )親戚 驚 / 唔 驚 
9 )菲律賓工人 驚 / 唔 驚 
. 1 0 )哥哥姐姐 驚 / 唔 驚 
1 1 ) 鬼 驚 / 唔 驚 
1 2 )俾爸爸媽媽拖住手 驚 / 唔 驚 
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